The ISIS-led attacks on Paris, Beirut, and Baghdad in November 2015 were covered in a variety of ways by major news outlets globally. Coverage of the Paris attack was widespread, and layered with personal stories about those personally affected and analysis about the effects of terrorism on the French way of life. By comparison, little coverage was given to either the Beirut or Baghdad events, the experiences of those suffering on the ground, or the wider issue of the effects of terrorism within Lebanese and Iraqi communities. In this think piece, the bombings in Beirut are used as a lens for examining the politics and consequences of mediated silence or 'forgetting' of violence and suffering in the Middle East. We employ a critical humanitarianism, rooted in a social medicine analysis, to connect these media trends to the training of health professionals. Our approach helps build accountability for the inequalities present in the Western construction of suffering and the emotive aspects of global violence, and promotes a wider conversation about the long-term biomedical effects of violence.
On 12 November 2015, Bourj al-Barajneh -a small, impoverished suburb and former Palestinian refugee camp located in Beirut -was targeted by members of ISIS with a double suicide bombing. The incident claimed the lives of forty-three people and injured more than two hundred (Barnard and Saad 2015) . While few media outlets in Europe and the United States provided in-depth coverage of the incident, the events in Paris the very next day, claiming more than 120 lives with multiple bombings throughout the city, brought the attention of the entire world to France, even while Baghdad suffered ISIS-led bombings that same day (Almasy, Meilhan, and Bitterman 2015; Associated Press 2015) . 1 From expressions of solidarity from celebrities on Twitter to the changing of individual Facebook profile pictures to the French flag, worldwide popular attention drifted towards Europe from the Middle East (Shenton 2015 ; see figure 1). 2 Though the events in Beirut, Paris, and Baghdad all caused significant destruction and loss of life, only Paris captured the interest of major Western media outlets. The disproportionate emphasis on Paris in news coverage implicitly indicates the normalcy of violence in the Middle East; as a result, commentary attempting to balance the perspectives on the ISIS-led bombings focuses on the forgotten nature of the bombings in Beirut and Baghdad (see Barnard 2015) . 1 Evaluation of major news outlets -such as the BBC, CNN, the New York Times and the Washington Post -shows that much of the commentary regarding the bombings in Beirut was limited in both amount of text and depth of coverage. In contrast, the bombings in Paris, covered by Middle Eastern media groups like Al Jazeera, generated more in-depth coverage and contextualization of the bombings themselves (see Al Jazeera 2015; Samaha 2015) . As Mike Wendling (2015) of the BBC notes, 'The hashtag "Pray for Lebanon" . . . was in particular used more than 800,000 times on Twitter. The vast majority of those tweets came not at the time of the bombs in Lebanon, but after the Paris attacks ("Pray for Paris" hashtag has been used more than 10 million times)'. For a critique of the social media response to the Paris bombings, please see figure 2. As health professionals, we struggle with how to respond to such events in a 'global community' stitched together by social and broadcast media, even when coverage is balanced. We write as health professionals who have trained and worked in Lebanon and who wish to navigate between the call to action and the diffusion of responsibility that can both unfold through media coverage of violence. What would taking responsibility for responding to a bombing in Paris, Lebanon, or Iraq look like in the context of medical education? We believe that responding positively requires a framework for how to analyze and integrate such global events into how we approach medical education.
Structural violence and media coverage: A Lebanese perspective Using social media to decry the double standard employed by Western media in coverage of ISIS-led violence, people living in or involved in Lebanon were able to generate an alternative discourse (see for example Fares 2015) . Nadine Ajaka (2015) writes in The Atlantic: 'When language skews narratives, and institutional giants like Facebook encourage flag filters in solidarity with one tragedy but not others, it's difficult to make the argument that the media landscape we all stumble through is anything approaching equitable-or to avoid the impression that white victims are being humanized in a way Arab victims aren't'.
Media coverage of violence in Lebanon (or lack thereof) points to a larger characterization of the archetypal Arab body in modern geopolitical discourse, or, more bluntly, how the specter of orientalism continues to haunt the discussion of who is worthy of discussion, whose victimization is important, and who deserves the charity of the non-Arab world (see Said 1979; Fassin 2011; Ticktin 2011; Good et al. 2014) . The normalization of suffering in the Middle East, embodied in differential news coverage, is important beyond the cultural and symbolic meaning of the brown body. From a medical perspective, the fact that violence is seen as an unremarkable, everyday occurrence in mediated representations of the region is horrifying because it simplifies an otherwise rich conversation about the global nature of inequality. Media coverage in times of violence is one of the variables in a matrix of influences that affects Lebanese, Palestinian, and Syrian people, determining the projects global donors choose to fund, the actions of international aid workers, and ultimately the health outcomes of individuals living in places like Bourj al-Barajneh (see Krauss 2014) .
The nature of violence and suffering within Lebanon has multiple faces, based on characteristics as varied as religion, socioeconomic status, and citizenship (Kukrety and Al Jamal 2016; McManus 2017) . For example, Palestinians are barred from holding jobs in professional sectors (Chaaban et al. 2010) . 3 Coupled with a highly privatized, neoliberal marketplace for access to medical care, Palestinians face a significant economic hurdle to accessing adequate primary health care and needed surgical interventions (Kronfol and Bashshur 1989; Sibai and Sen 2006; Premkumar, Raad, and Haidar 2016; Feldman 2017) . Confessionalism within Lebanon allows for disproportionate Maronite control within the government despite being a minority population in a democratic political system. 4 All sects in Lebanon share a long, ambivalent history with the Syrian people that influences health outreach in the ongoing Syrian refugee crisis (see Parkinson and Behrouzan 2015; Traboulsi 2007) . The concept of who can get health care, which clinic or hospital can be visited, and who can access private insurance is highly dependent on confessional and socioeconomic status. How large-scale violence impacts a highly divided, marginalized area reflects back inadequacies not only in sociostructural support services but also pre-existing fractures within the health-care system itself (Farmer 2011) .
Within Lebanon, the confessional governmental system and the refugee question have both framed the context in which individuals impacted by the ISIS bombing have sought access to care and attempted to rebuild their lives. In major Western news outlets, attention to these important elements of the backstory was severely curtailed. In an effort to feed the desires of rapid news cycle and the short attention spans of consumers, mass media outlets routinely reduce complex stories to a set of basic points. In Western mass media coverage, these simultaneously reify and naturalize violence within the Arab world, conveying a trope of the Arab body as responsible for positioning itself within a dangerous environment. Violent acts -by ISIS or another group -and their immediate aftermath are reduced to such points within a given news cycle (see Feldman 1994) .
It is difficult to quantify whether the brief mention of lives lost in a foreign context in televised or print media, or as a hashtag on social media, ultimately leads to better global engagement with places plagued by 'acute-on-chronic' violence such as Lebanon (Farmer 2011) . Pippa Norris, Montague Kern, and Marion Just (2003) propose that media coverage is 3 Lebanon is not a signatory to the 1951 Convention relating to the status of refugees or its 1967 protocol (UNCHR 2011), and thus does not bestow the status of refugee or asylee. This fact has important sociolegal consequences for displaced Palestinians and Syrians. 4 Confessionalism, or the organization of political groups by religious identification, is a core component of government in Lebanon. Based primarily on census data from 1932 and imported into law through the 1943 National Pact, confessionalism has undergone changes over the last seventy years, especially in the wake of the Lebanese Civil War and the accompanying Ta'ef Accords of 1989 (Traboulsi 2007 ). Yet the use of population size of given sects as a means to justify different positions within the government continues (see Premkumar et al. 2012). shaped by governments, social groups, individual personal experience, and policy; furthermore, news coverage of events weighs heavily on public opinion and policy, eventually feeding back into the framework leading to perspectives on future and past violent activities. Therefore, a limited contextualization of violence leads to poor public policy, which will, in turn, impact further reporting, all the while contributing to constructing inadequate interventions to help a population in need. As physicians and social science researchers, we are less interested in the anthropological theory behind such criticisms of the media and more in the media's impact on how medical aid is afforded to those affected by the bombings in Beirut.
The importance of contextualization as it relates to what types of health-care issues are considered important is illustrated via Didier Fassin's (2011, 2) conceptualization of humanitarianism, which includes two dimensions: 'on the one hand the generality of human beings who share a similar condition (mankind), and on the other an affective movement drawing humans towards their fellows (humanness). The first dimension forms the basis for a demand for rights and expectation of universality; the second creates the obligation to provide assistance and attention to others'. In other words, exposure to suffering is how individuals in other parts of the world galvanize assistance towards others. The lack of adequate sociohistorical background of a given event, such as the bombings in Beirut, can lead not only to the creation of a dissimilar human condition but also to a lack of connection between individuals both within and outside a given community. Biomedical care is directly influenced by such forces, and in a health-care system such as Lebanon's -divided both socioeconomically and confessionally -the aftermath of physical violence continues to find itself recycled in the long-term health outcomes of marginalized groups. The way health-care policy is structured and enacted is impacted not only by disease burden and economic theory but also by what diseases are deemed as important from both a biomedical and moral perspective Suri et al. 2013) .
A critical humanitarianism: What social medicine can offer
We propose that portrayals of violence in the media are within the scope of interest of medical providers because they impact patient outcomes, such as adherence to certain medications or decreased morbidity rates among those with chronic diseases. What action can a community of health providers with a perspective grounded in social medicine theory do to affect the business of media? We believe there is a way to move from an analysis of the ethical implications of a news cycle to a sustained push for advocacy.
The conventional biomedical approach emphasizes rigorous, quantitative studies in the shaping of clinical practice, though this is a highly contested arena within medical anthropology (Adams 2016) . Using literature focused on the anthropology of humanitarianism and structural violence, we have begun to sketch the evidence connecting upstream factors related to media portrayals and downstream factors related to patient outcomes. The causal pathway we are describing is long, requiring an interdisciplinary approach to strengthen this framework.
But what is the starting point? Looking towards education, the philosophers Brad Evans and Henry Giroux (2016) present a series of challenges to tackle the issue of violence:
What are the deeper political, educational, and social conditions that allow a climate of hate, racism, and bigotry to become the dominant discourse of a society or worldview? What role do politicians with their racist and aggressive discourses play in the emerging landscapes violence? How can we use education, among other resources, to prevent politics from being transformed into a pathology? And how might we counter these tragic and terrifying conditions without retreating into security or military mindsets?
Taking a page from Evans and Giroux, we suggest that changing health systems starts with targeted advocacy focused on giving physicians analytical tools during their medical education; such tools should connect social forces with patient outcomes (see Premkumar et al. 2016 ). This biosocial connection -reiterating that 'biologic and clinical processes are influenced by society, political economy, history, and culture and are best understood as interactions of biological and social processes' (Hanna and Kleinman 2014, 17) -can influence values related to research agendas and methodology (see Closser and Finley 2016) . To begin the journey connecting media coverage, violence, and patient outcomes we call on the research community to explore the intersection between medical education, social medicine, and health outcomes in regards to violence in the media.
So how do we move forward? We turn to Edward Said's (2001, 222) words in 'Orientalism and After': 'The marginalization, the ghettoization, the reification of the Arab, through Orientalism and other processes, cannot be answered by simple assertions of ethnic particularity or glories of Arabic, or returning to Islam and all the rest of it. The only way to do it is to get engaged, and to plunge right into the heart of the heart, as it were'.
Plunging into 'the heart of the heart' requires a larger conversation about the construction of inequality and the aftermath of violence in marginalized communities. From a biomedical perspective, it requires an acknowledgement that the background in which violence occurs has tangible, immediate, and long-term health outcomes. Above all, it requires the politicization of groups, such as physicians, who continue to serve in clinics and hospitals in areas like Bourj al Barajneh. As we have mentioned in previous work, multidisciplinary education at the premedical and medical level allows for traditional tools in the clinician's armory to migrate from the clinical encounter to a wider form of advocacy (see Premkumar et al. 2016) . Targeted educational efforts by individuals working at the intersections of public health, humanitarianism, and media studies can allow clinical tools, like the social history, to have wider biosocial consequences. All of these aforementioned acts start with a simple acknowledgement that 'language skews narratives' in the wider context of discussing violence in places like Paris, Beirut, and Baghdad, especially highlighted again with the summer 2016 attacks in Istanbul, Dhaka, and Baghdad (Tharoor 2016) . Indeed, it is the first step in a longer discussion of how researchers, journalists, and caregivers can contribute to a critical humanitarianism designed not only to help those in need but also to build more just and equitable societies.
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